BACKGROUND: Quantifying the asbestos-related lung cancer burden is difficult in the presence of this disease's multiple causes. We explore two methods to estimate this burden using mesothelioma deaths as a proxy for asbestos exposure. METHODS: From the follow-up of 55 asbestos cohorts, we estimated ratios of (i) absolute number of asbestos-related lung cancers to mesothelioma deaths; (ii) excess lung cancer relative risk (%) to mesothelioma mortality per 1000 non-asbestos-related deaths. RESULTS: Ratios varied by asbestos type; there were a mean 0.7 (95% confidence interval 0.5, 1.0) asbestos-related lung cancers per mesothelioma death in crocidolite cohorts (n ¼ 6 estimates), 6.1 (3.6, 10.5) in chrysotile (n ¼ 16), 4.0 (2.8, 5.9) in amosite (n ¼ 4) and 1.9 (1.4, 2.6) in mixed asbestos fibre cohorts (n ¼ 31). In a population with 2 mesothelioma deaths per 1000 deaths at ages 40 -84 years (e.g., US men), the estimated lung cancer population attributable fraction due to mixed asbestos was estimated to be 4.0%. CONCLUSION: All types of asbestos fibres kill at least twice as many people through lung cancer than through mesothelioma, except for crocidolite. For chrysotile, widely consumed today, asbestos-related lung cancers cannot be robustly estimated from few mesothelioma deaths and the latter cannot be used to infer no excess risk of lung or other cancers.
Asbestos is an established human carcinogen, the major effects being on cancers of the lung and mesothelioma of the pleura and peritoneum (IARC, 1987) . Inhalation of asbestos fibres predominantly occurs during occupational exposure including in mines, construction, shipyards, railway and textile industries. Restrictions or bans on the use of certain asbestos fibres were introduced in the United States and Europe from the 1980s onwards, but latency periods of several decades mean that the mesothelioma epidemic is yet to peak. In 2000, an estimated 43 000 malignant mesotheliomas worldwide were due to occupational exposures (Driscoll et al, 2005) , the largest absolute burdens being in the United States, Australia, Japan, New Zealand and Western Europe (Peto et al, 1999) . Global asbestos (chrysotile) consumption was 2.3 million tonnes in 2003, predominantly in the lower income countries (Virta, 2006) . The asbestos-related lung cancer (ARLC) burden is more difficult to quantify as most lung cancers are not attributable to asbestos, unlike for mesothelioma (Bianchi and Bianchi, 2007) . ARLCs occur on top of varying lung cancer incidence rates and they are not clinically distinguishable from those not caused by asbestos. Furthermore, reliable population-based data on asbestos exposure (by fibre type, length, age at exposure, intensity) and associated relative risks are not known precisely, preventing the calculation of population attributable fractions (PAFs).
We present two methods to estimate the relationship between ARLC deaths and mesothelioma deaths, using the latter as a proxy for asbestos exposure. The first is the ratio of absolute excess lung cancer deaths to mesothelioma deaths. However with a synergistic interaction between asbestos and smoking on lung cancer, the ARLC burden will be particularly large in settings where smoking rates are high, thus a more appropriate ratio may be a relative effect on lung cancer to the absolute effect on mesothelioma. Using published cohorts of asbestos-exposed workers, we summarise these two ratios by asbestos type to gauge the magnitude of the population-level ARLC burden in different countries.
MATERIALS AND METHODS

Ratio estimates
We estimated the ratio of asbestos-related lung cancers to mesothelioma deaths from asbestos cohorts. Two ratios were calculated for each cohort. Method 1: the absolute ratio (R 1 ) of the absolute number of ARLC deaths to mesothelioma deaths is estimated by R 1 ¼ (O LC ÀE LC )/O M , where O and E refer to the observed deaths and expected deaths in the absence of asbestos, with subscripts LC and M referring to lung cancer and mesothelioma, respectively. E LC was estimated as O LC /SMR, the SMR being the standardised mortality ratio for lung cancer, which was usually provided. Method 2: the proportional ratio (R 2 ) is the ratio of the excess lung cancer percentage for every mesothelioma death in 1000 non-asbestos-related deaths,
, where E all refers to expected deaths from all causes in the absence of asbestos, estimated as observed deaths minus (excess lung cancers þ mesotheliomas) ( ¼ O all À(O LC ÀE LC )ÀO M ). We assumed no expected mesothelioma deaths in the absence of asbestos. Note R 2 ¼ R 1 Â E all /(10 Â E LC ).
Given a particular type of asbestos exposure, ratio R 1 will only be constant in populations with similar background smoking and lung cancer incidence rates if there is a proportional increase in lung cancer risk associated with exposure (i.e., constant relative risk). As lung cancer incidence rates vary between countries and over time, the ratio of the relative effect on lung cancer to the absolute effect on the mesothelioma mortality rate may be more constant. We attempt to estimate this in ratio R 2 . Its numerator is the excess relative risk percentage. The denominator would ideally be an age-standardised mesothelioma mortality rate, but as this rate was rarely reported in included cohorts, the number of mesothelioma deaths per 1000 non-asbestos-related deaths (E all ) was used as a correlate. Thus R 2 is the excess lung cancer relative risk (expressed as a percentage) for every mesothelioma death in 1000 non-asbestos-related deaths.
Included studies and data extraction
Asbestos cohorts were identified via a PubMed search, last updated on 1 September 2011, of all articles containing the MeSH terms 'Neoplasms', 'Cohort Studies' and 'asbestos', yielding 425 results. Reference lists of retrieved articles and previous relevant reviews were also checked for omissions Boffetta, 2007) . For the British Asbestos Survey, data were extracted from an online report (Harding, 2010) . Eligible studies included were those with (i) at least 100 subjects, (ii) certain asbestos exposure (not just probable such as in environmental settings) and (iii) observed and expected (based on country-level rates or an unexposed cohort) mesothelioma and lung cancer mortality or incidence for the same follow-up period. Cohorts consisting entirely of asbestosis or pleural disease patients were not included. For cohorts with multiple publications, the most informative recent one was included. From each included publication we extracted information on cohort characteristics, asbestos fibre type (crocidolite/chrysotile and crocidolite/pure or predominantly chrysotile/amphiboles including amosite/mixed or unspecified), industry, cause of death ascertainment, whether lung cancer SMRs were adjusted for smoking (or whether smoking prevalence was comparable with that of the reference population), total number of deaths and observed and expected deaths from lung cancer and mesothelioma. Incidence data were used if mortality data were not available (not contributing to R 2 ). Expected deaths were usually estimated by authors from population-level age-sex-period-specific mortality rates. For the Great Britain Asbestos Survey, excess lung cancers were calculated from proportional mortality ratios rather than SMRs in order to minimise confounding by smoking (Harding, 2010) . Where appropriate, mortality was based on best evidence rather than death certificate only. In some instances only pleural mesotheliomas were recorded (indicated in tables).
As our aim was to summarise the overall association between the ARLC and mesothelioma mortality to reflect estimates of the average association effect, we did not carry out a meta-regression of all possible factors that might affect an individual ratio (other than asbestos type and confounding by smoking). This average association is useful because a mesothelioma burden at the population level arises from differing exposure conditions, as reflected in those from the various cohorts included.
Statistical methods
Extracted data were used to calculate R 1 and R 2 as defined. Estimates of R 1 were plotted by asbestos type, with the variance of log(R 1 ) estimated as (1/E LC þ 1/E M ) and for R 2 as (1
. Summary values of R 1 and R 2 and of SMRs for lung cancers were obtained from a random-effects meta-analysis implemented in STATA version 11. Meta-regression models were used to examine whether the ratio estimates systematically differed between studies, where smoking was controlled for or not. To evaluate which of the ratios R 1 and R 2 was most appropriate, we assessed which one explained a greater proportion of the variation when regressing the numerators on the denominators of the respective ratios, weighted by the inverse of the appropriate variances given above.
To apply the ratio estimates to external larger populations, ARLCs were calculated using method 1, as R 1 times the number of mesothelioma deaths (R 1 Â O M ), or using method 2, PAFs for lung cancer due to asbestos were calculated as
À1 . Using these results, we calculated PAF ranges for men aged 40 -84 years during years 2001 -2005, using the WHO mortality database for selected countries with mortality data coded to ICD-10 (WHOSIS Mortality Database ICD-10, 2009).
Population attributable fraction estimates were based firstly on ratio estimates as provided in Tables 1 and 2 , and thereafter on ratio estimates corrected for smoking if smoking had not been accounted for. The correction applied was to reduce ratio estimates by 25% if smoking had not been taken into account, which corresponds to the degree of positive confounding in the lung cancer SMR, resulting from a smoking prevalence of 70% in the asbestos cohort compared with 50% in the general population and a smoking relative risk of 10. This is likely to be an exaggerated correction and thus possibly underestimates ratio and PAF estimates.
RESULTS
Ratio estimates
Fifty five publications were included, from which 68 risk estimates were reported, 6 for crocidolite, 8 for crocidolite and chrysotile, 14 for predominantly chrysotile, 4 for amosite and 32 to mixed or unspecified asbestos fibres (Table 1 , with an extended version in online Supplementary Table 1 ). In total, follow-up included over 67 194 deaths, of which 1963 were from lung cancer and 1962 from mesothelioma. Most studies were conducted in North America or Europe, with only seven in other regions (Japan, Australia, China and South Africa). The two largest cohorts were the insulation workers' union of the United States and Canada (n ¼ 17 000), and the Great Britain Asbestos Survey of over 98 000 registered asbestos workers (Selikoff and Seidman, 1991; Harding, 2010) . Lung cancer SMRs for 78% of cohorts were not adjusted for smoking, other than in a few studies where internal analyses comparing exposed to unexposed subjects adjusted for smoking and in certain cohorts smoking prevalence of workers was noted to be comparable (or not) to that of the general population. We used the proportional mortality ratio in the British Asbestos survey in an attempt to get closer to a smoking-adjusted SMR (estimates 66 and 67).
Figure 1 plots absolute and relative lung cancer excess vs mesotheliomas, that is, the numerator and denominators of ratios R 1 and R 2 , by asbestos type. Note that axes for each subplot are on different scales, particularly for mesothelioma because of greatly varying mesothelioma-producing potential of the different fibres. The line on each plot corresponds to two excess lung cancer deaths per mesothelioma death, that is, this is the same ratio across graphs to aid comparison. 18 Swedish cement workers. Chrysotile predominantly, o1% amosite/ crocidolite during short periods (Ohlson and Hogstedt, 1985) 1176 100 C 220 11 1.22 0 No meso.
19
Tamworth cement workers, UK. Chrysotile, with amosite used during 4 months out of 42 years (Gardner et al, 1986) Four cancers of pleura and four mesothelioma (the latter only available from 1999 with ICD10). The four mesotheliomas were in workers who had been employed in plant 4, where there was no record of amphibole use. Three pleural cancers were in plant 3, but these workers had not worked in the insulation section of plant 3, where amosite was used.
Asbestos-related lung cancer burden V McCormack et al
Crocidolite and crocidolite plus chrysotile In the six crocidoliteexposed cohorts, workers experienced increased lung cancer mortality, of the order of a two-to three-fold increase (pooled SMR 2.0, Table 3), and increased mesothelioma risk, with mesothelioma deaths contributing to a median of 93.2 per thousand deaths (range 23 -217). In all but two smaller cohorts, there were less or equivalent numbers of excess lung cancers compared with mesothelioma deaths, giving a combined R 1 estimate of 0.71 ARLC deaths per mesothelioma death (Table 3 , Figure 2 ). The combined estimate of ratio R 2 suggests a 1.2% increase in lung cancer deaths (PAF ¼ 1.2%) associated with crocidolite for every mesothelioma death in 1000 deaths.
For cohorts with a mixture of chrysotile and some crocidolite, mesothelioma risk was also raised but to a lesser extent than for pure crocidolite (7.6 mesothelioma deaths per 1000 non-asbestosrelated deaths). Lung cancer risk was increased (SMR 1.58), varying from no lung cancer excess in the Ferodo friction factory (estimate 12) to increases of over three-fold (Table 1 and Figure 2 ). These combined to give an overall R 1 estimate of 1.44 excess lung cancers per mesothelioma death (Table 3) .
Chrysotile Chrysotile cohorts had a wider range of estimates, resulting from little correlation between excess lung cancers and mesotheliomas (Figures 1 and 2) . Almost all SMRs for lung cancer were between 1 and 2, with two notable exceptions of two Chinese mines (estimates 25 and 29). In 14 of 16 estimates, the number of excess lung cancer deaths was more than the number of mesothelioma deaths ( Figure 2) ; an average R 1 of 6.1 excess lung cancers per mesothelioma death (Table 3 ). This much larger ratio, compared with that for crocidolite, arises mainly from a much smaller associated mesothelioma risk, including four cohorts that had no mesothelioma deaths (estimates 17, 18, 28 and 29, Table 1 ). Proportional mortality ratio reported rather than SMR.
The small denominator and wide range makes ratio estimates of excess lung cancers to mesotheliomas large, but imprecise for chrysotile.
Amphiboles In the follow-up of four amosite cohorts, there was a marked correlation between lung cancer SMR and mesothelioma. The combined SMR for lung cancer was 2.5, slightly stronger than that for crocidolite and thus, with a mesothelioma risk approximately one-fifth of that for crocidolite (18 vs 93 mesotheliomas per 1000 deaths in amosite and crocidolite, respectively, Table 3 ), ratio R 1 was much higher at 4 excess lung cancers per mesothelioma death (Table 3) . Corresponding R 2 estimates suggest there was between a 6% and 10% increase in lung cancer deaths for every mesothelioma death in 1000 deaths. The largest contributing study was the Paterson amosite factory in New Jersey (estimate 32), where both a large number of mesotheliomas (17 in 820 workers) and a very large excess lung cancer mortality were observed (SMR 4.8) (Seidman et al, 1986) . In the only cohort with anthophyllite exposure (estimate 35), there were 12.5 excess lung cancers per mesothelioma death (Meurman et al, 1994) .
Mixed asbestos types For the majority of cohorts asbestos exposure was mixed and their ratio estimates lay between the corresponding values for pure asbestos fibres. The summary SMR for lung cancer was 1.77 (95% CI 1.44, 2.20), which was less than that for crocidolite or amosite, but larger than that for chrysotile. The reference line on each sub-graph corresponds to the same ratio estimate (average values for mixed fibres from Table 3 ); thus, the distribution of points about this line can be compared across subgraphs. Abbreviations: CI ¼ confidence interval; IQR ¼ interquartile range (25th, 75th percentiles); SA ¼ smoking adjusted; U ¼ unadjusted. Means and their 95% CI calculated from a random effects meta-analysis. I 2 percentages (% of variability this is due to between-study difference) (heterogeneity P-value) for crocidolite, chrysotile+crocidolite, chrysotile, amosite and mixed fibres, respectively, are: for unadjusted R 1 : 29% (P ¼ 0.22), 85% (Po0.01), 53% (P ¼ 0.007), 0% (P ¼ 0.39), 94% (Po0.001); for R 2 : 52% (P ¼ 0.06), 81% (Po0.001), 74% (Po0.001), 0% (P ¼ 0.68), 97% (Po0.001).
Mesothelioma deaths as a proportion of total mortality were half that for crocidolite, but higher than chrysotile or amosite (Table 3) . There were between one and three excess lung cancers for every mesothelioma death in half of the cohorts, but the estimate in the two largest cohorts were very different, at 0.6 in men in the Great Britain Asbestos Survey and 2.0 in US and Canadian insulation workers (estimates 55 and 66, Table 1 ). For all mixed asbestos cohorts combined, there were 1.9 (95% CI 1.4, 2.6) excess lung cancer deaths for every mesothelioma death, although with large heterogeneity.
Comparison of the two ratio estimates The percentage of the variance explained by regression of the contributing numerator on denominator was higher for R 1 (495%) than for R 2 for crocidolite, crocidolite þ chrysotile and for mixed asbestos cohorts, but was higher for R 2 than R 1 for chrysotile and amosite cohorts. Subtotal (I 2 = 53.1%, P = 0.007) Figure 2 Ratio of asbestos-related lung cancers to mesothelioma deaths, study-specific and random effects combined estimates by asbestos fibre type.
Estimates of the ratio of excess lung cancer deaths to every mesothelioma death (R 1 ) in each study, by asbestos fibre type. I 2 represents the percentage of the variation in the study-specific estimates that are due to true heterogeneity rather than due to chance. Table 4 provides, for 20 countries with large mesothelioma proportional mortality, PAFs (%) of male lung cancer deaths due to asbestos estimated using the crude and smoking-adjusted estimates of ratios R 1 and R 2 for exposure to mixed asbestos fibres, and smoking-adjusted ratios for crocidolite. The smoking adjustment (derived from 20% higher cohort smoking prevalence than the general population) is likely to underestimate ratios and PAFs, and can be considered a lower limit. In the countries listed, mesothelioma deaths ranged from 1 to 9 per 1000 deaths. If the ratio of ARLC to mesothelioma deaths were exactly 1, then mesothelioma deaths as a percentage of lung cancer deaths (ranging from 1% to 9% for these countries) would be the PAF (%) of lung cancer due to asbestos. For Australia, at the top of the table with the highest percentage of deaths from mesothelioma, using ratio estimates for crocidolite, we estimated that between 5.4% and 8.6% of lung cancer deaths in men are asbestos-related, based on R 1 and R 2, respectively. Similarly in the United Kingdom, New Zealand, South Africa and the Netherlands, where crocidolite was used among other asbestos fibres, PAFs ranged between 4% and 7%. For South Africa calculations based on R 1 estimates (PAF 6.7 -8.4% for mixed fibres, 2.7% for crocidolite) are more suitable as total background mortality, which is incorporated into R 2 -based estimates, is particularly high in this country during the HIV era. Applying the ratios for mixed asbestos exposures, PAFs for other countries lie between 3% and 7% using both ratio methods of estimation. For the United States, the estimated PAF in men was estimated to be 3.2-4.0% for mixed asbestos (R 1 estimates).
Population attributable fractions in men
DISCUSSION
The ratios of ARLCs to mesotheliomas fall into three categories: (1) pure amphibole or mixed exposures causing high lung cancer risks and ARLC/mesothelioma ratios ranging from o1 for crocidolite, 1.4 to 2.5 for mixed types, to 4 or more for amosite and anthophyllite; (2) heavy prolonged chrysotile exposures causing high lung cancer risks and ARLC : mesothelioma ratios of the order of 10; and (3) shorter or less heavy chrysotile exposures causing lower lung cancer risks and little mesothelioma, between which there was little correlation and thus calculation of excess lung cancers from mesothelioma deaths after chrysotile exposure would not be reliable. Thus for all asbestos types other than crocidolite, the ARLC is larger than that for mesothelioma, but the low ARLC to mesothelioma ratio for crocidolite (0.71) does not imply that the lung cancer risk is small, only that it is slightly smaller than the high mesothelioma risk.
The ARLC : mesothelioma ratio in chrysotile cohorts may be dominated by two large errors. First, the lung cancer excess depends critically on the rates on which the SMR is based. Second, it seems likely that many of the mesotheliomas in such cohorts are actually due to amphibole exposure. These points are illustrated by the chrysotile miners and millers in Quebec (estimates 21 -24). Their ARLC : mesothelioma ratio varied substantially, from 3.3 (22 mesotheliomas; 423 lung cancers, SMR 1.21) for cumulative exposures below 300 million particles per cubic foot (mpcf)-years to 31 (1 mesothelioma; 47 lung cancers, SMR 2.97) above 1000 mpcf-years. The lung cancer excess above 1000 mpcf-years is affected little by the choice of rates, but below 300 mpcf-years the lung cancer excess could be doubled or reduced to zero by a 20% change in expected rates. Furthermore, many mesotheliomas occurring in asbestos that is predominantly chrysotile may actually be due to other asbestos types. McDonald et al (1997) argued that the mesotheliomas among chrysotile miners and millers in Quebec were caused either by amphibole exposure elsewhere or by the tremolite that contaminated most Canadian chrysotile. Analysis of 22 lung samples from mesotheliomas in this cohort showed that 6 contained substantial amounts of crocidolite, and only 2 contained more chrysotile than tremolite despite their much heavier exposure to chrysotile. Tremolite, similarly to crocidolite Note that if there were one asbestos-related lung cancer for every mesothelioma death, this percentage would be the PAF (%) of lung cancer due to asbestos. The ratio and thus PAFs are likely to be higher. and amosite, is an amphibole that is cleared less rapidly from the lung than chrysotile. The vermiculite miners in Montana were included on this basis as vermiculite contains tremolite. Nevertheless, irrespective of the contribution of tremolite, it seems that prolonged heavy exposure to chrysotile causes a much larger excess of lung cancer than of mesothelioma.
Heterogeneity in ratio estimates within and between cohorts
Neither ratio R 1 or R 2 appeared to be more constant across all cohorts. Although it was expected that R 2 would more appropriately account for differential background lung cancer incidence rates, and thus be a more constant ratio, its denominator -ideally an age-adjusted mesothelioma mortality rate could not be calculated -was mesothelioma proportional mortality and thus was additionally affected by differential background mortality rates. Nonetheless, PAF estimates using either ratio did not differ hugely.
We have considered the effect of fibre type on ratios; however, several other factors, discussed below, will affect within and between study ratio estimates. Stratifying by each factor could not be conducted owing to lack of data. The summary ratios provided here thus better characterise the overall ARLC -mesothelioma relationship across exposure circumstances and over a long period of time, and do not serve to precisely quantify lung cancer excess in a short time period.
(i) Dose -response relationship: Most formal risk assessment analyses assume that the relative risk for lung cancer is increased by each brief period of asbestos exposure in proportion to dose (intensity times duration), whereas the increase in the absolute mesothelioma rate is proportional to the dose weighted by the square or cube of latency. Such models imply that prolonged exposure beginning in middle age will cause a ratio of ARLC to mesothelioma more than 10 times greater than brief exposure at age 20 years (Peto et al, 1985) . The ratio is thus age-dependent and affected by differences in the length of follow-up between studies. Exposure intensity also varies between and within cohorts, for example, if factory ventilation systems improve. (ii) Death certificate reporting bias: Inaccurate recording of deaths may lead to possible overestimation of ratios, as shown by an autopsy-death certificate comparison in which false-negative mesotheliomas were likely to be recorded as lung cancers (Delendi et al, 1991) . Special efforts to capture all mesothelioma deaths from medical records and mesothelioma registries would have reduced this bias here and mesothelioma-reporting accuracy should improve over time with the use of ICD-10. (iii) Overall mortality rates: Although the use of a relative effect on lung cancer has been captured in R 2 , its denominator would ideally be an age-standardised mesothelioma mortality rate. Instead the mesotheliomas per 1000 deaths are affected by changes in the overall risk of death. Mesothelioma proportional mortality will be higher in cohorts with lower mortality. (iv) Confounding/effect modification by smoking and other lung carcinogens: Ratio estimates hinge on the assumption that SMRs for lung cancer are unbiased. Several cohorts specifically adjusted for smoking (estimates 11, 25, 29, 30, 68) and in some others estimates of smoking prevalence in subsets suggest that they were similar to that of the general population (estimates 43, 50, 51). Use of the PMR (1.28) rather than the SMR (1.89) for lung cancer was intended to reduce confounding by smoking (estimates 66, 67; Harding, 2010) . The extent to which bias may be present in other cohorts depends on the social-class smoking gradient. Two recent cohorts commented on a higher smoking prevalence (estimates 61, 62) than in the general population, which may explain their high ratios. In addition, asbestos has a stronger effect on lung cancer in smokers than non-smokers, whereas smoking has little or no effect on mesothelioma. Thus, higher baseline lung cancer mortality rates may explain the higher ratios observed in United States and the European cohorts than in Israel (estimate 13, with a low lung cancer mortality rate; Tulchinsky et al, 1999) . The great majority of cohorts included here were from Europe, the United States and Canada, where asbestos exposure occurred predominantly during the 1940s to 1970s when smoking prevalence was high.
Estimates for Ontario pipe traders and two cohorts of shipyard workers (cohorts 50 and 63) may be overestimated if these workers also had exposure to other lung carcinogens, such as lead, chromium, cadmium and diesel exhaust.
Population-level inferences
For countries with the highest percent deaths from mesothelioma in men, estimates of the lung cancer PAF due to asbestos were between 3% and 8% for 2001 -2005 . In almost all of these countries, lung cancer made up 20 -30% of cancer deaths, thus even 3 -8% of this is a considerable contribution to the most common cause of cancer mortality in men in these settings. A few previous lung cancer-asbestos PAF estimates have been made. For the United Kingdom, the British Asbestos Survey included here had an R 1 value of 0.6, much lower than the other mixed asbestos cohorts. Darnton et al (2006) obtained a similar estimate (R 1 between 0.7 and 1) from a population-based analysis of the relationship between lung cancer and mesothelioma PMRs in men in 131 occupational groups, adjusting for smoking, and a PAF of 2% to 3%. This is approximately half of the estimate found here (4.9% to 7.7% using crocidolite ratios, from Table 3 ), and the difference may be because their estimate was for a longer earlier period (1980 -2000) than the current estimates (for 2001 -2005) , during which time mesotheliomas have increased as a percentage of lung cancer deaths (from 3.8% to 8.1%). However, as amosite was a major cause of mesothelioma in the United Kingdom (Rake et al, 2009) , the lung cancer excess in the United Kingdom would be expected to be even higher. For Italy, Marinaccio et al (2008) used a model-based approach to estimate the ARLC burden in men in 1980 -2001 and found PAFs for lung cancer mortality of between 1.6% and 3.7%, that is, a ratio (R 1 ) of between 0.68 and 1.37 excess lung cancers per mesothelioma. These estimates are similar to those of Darnton et al (2006) , and also suggest a slightly lower ratio of ARLCs to mesotheliomas than that based on our estimated ratios from mixed asbestos cohorts. In the United States, where amphiboles constituted a much smaller proportion of asbestos consumption than in Europe, estimates of the male lung cancer PAF for asbestos were 6% to 8% in the 1990s (Nicholson et al, 1982; Morabia et al, 1992) , slightly higher than the estimate of 4.0 -5.0% here. In Finland, where anthophyllite was mined extensively, 2.7 mesothelioma deaths per 1000 would lead to a PAF for lung cancer of over 11% (using R 2 ¼ 4.4), consistent with Nurminen and Karjalainen (2001) estimate of 14%. Attempts to estimate ARLCs at a population level should be made with additional caveats. The majority of asbestos exposures at the population level may be of lower intensity and for longer durations, and the largest exposed groups may not be represented in asbestos cohorts, for example, construction workers and carpenters in the United Kingdom (Rake et al, 2009 ). The asbestos-related cancer burden today is predominantly in Europe, North America, Australia, Japan, South Africa and parts of South America. However, the highest current consumption and exposure, and thus future burden, is in China, Russia, India, Kazakhstan, Ukraine, Thailand, Brazil and Iran. Exposure today is predominantly to chrysotile, either in a pure form or naturally contaminated by tremolite. The ratios presented demonstrate that the mesothelioma-producing potential of chrysotile is low and thus the number of mesothelioma deaths will be too unstable to be used to estimate the lung cancers caused by it. Critically, few mesotheliomas associated with chrysotile exposure cannot be used to imply a small asbestos-related lung cancer burden. The major effect of the continuing use of this carcinogen will be on lung cancer. High smoking rates in men (e.g., 70% in Russia, 61% in China (World Health Organization, 2008) ) in these countries will amplify the associated lung cancer burden. There is thus an urgent need for limiting exposure through strict regulation of asbestos use, and encouragement of smoking cessation to reduce mortality among formerly exposed workers.
